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Complaint investigation #53260 was conducted at
Stoneridge Health Care, LLC on 2/23/2020. No
deficiencies were cited related to the complaint
under Chapter 1200-8-6, Standards for Nursing
|
Homes.
I
|
| {
|
|
|
|
| | |
| ] |
| |
| 1
' [
|
| | |
Division of Health Care Facilities
TITLE (X6) DATE

STATE FORM 8889 5v8S11

If continuation sheet 1 of 1



